A 67-year-old male presented with sudden right hemiplegia. One hour before he had complained of mild cervicalgia, but physical examination at the time revealed neither neurological deficits nor stiffness of the neck. He had been admitted to the hospital the day before due to acute biliary pancreatitis, with elevated transaminases but normal blood coagulation testing. He had no history of trauma. Twenty minutes after the onset plegia on the left leg and moderate paresis on the left arm appeared. The level of consciousness was preserved and the cranial nerves function was normal. No clear sensory level was present.
DESCRIPTION
A 67-year-old male presented with sudden right hemiplegia. One hour before he had complained of mild cervicalgia, but physical examination at the time revealed neither neurological deficits nor stiffness of the neck. He had been admitted to the hospital the day before due to acute biliary pancreatitis, with elevated transaminases but normal blood coagulation testing. He had no history of trauma. Twenty minutes after the onset plegia on the left leg and moderate paresis on the left arm appeared. The level of consciousness was preserved and the cranial nerves function was normal. No clear sensory level was present.
Brain CT scan demonstrated the presence of blood in the pontine cistern surrounding the brainstem (figure 1). CT of the cervical spine showed a haematoma in the cervical spine that seemed to be located in the subarachnoid space, displacing and compressing the spinal cord forward (figure 2). CT angiography ruled out the presence of aneurisms.
The patient was transferred to the referral hospital and entered surgery 4 h after the initial pain. Through a C3-C4-C5 bilateral laminectomy it was confirmed the restriction of the haematoma to the subarachnoid space. Manoeuvres of washing and aspiration of the haematoma were performed and the spinous processes were not replaced due to severe spinal cord oedema.
Despite urgent treatment and removal of most of the clot the patient remained with severe paraparesia, plegia on the right arm and mild paresis on the left arm. Two spinal MRI were performed, the first 2 weeks after surgery (figure 3A) and the second one 6 months later (figure 3B). Both failed to detect evidence of spinal tumours or signal voids that could suggest the presence of a vascular malformation. Taking these results into account and the absence of suggestive symptoms a catheter angiography was ruled out. 
Learning points
▸ Spinal subarachnoid haemorrhage (SSH) is uncommon and a spontaneous origin is extremely rare. Most reported cases of spontaneous SSH present with no neurological signs aside from meningismus and even if they do, they usually resolve without sequelae, because the cerebrospinal fluid helps to dilute the blood, making it more difficult to form a clot. Nevertheless, in some case the blood forms a haematoma, which may compress the spinal cord with devastating consequences. 1 Some individuals may present with barriers for the free circulation of the cerebrospinal fluid that may favour the formation of the hematoma, although this is difficult to prove without an autopsy. 2 ▸ Prognostic factors are the velocity of the symptoms progression, the preoperative neurological status, the volume of the bleeding and the time to surgery. 1 It has been suggested that a dorsal location of the bleeding, as in the present case, is more likely to cause severe spinal cord compression, but this has not been proved. 
